The aim of this study was to investigate the associations of health related behaviours (HRB) with Body Mass Index (BMI) in preschoolers, and to study the likelihood of being overweight/obese in relation to compliance with recommended HRB. The sample consisted of 3301 normal weight and overweight/obese preschoolers (mean age: 4.7 years; 52% boys, 85% normal weight) from six European countries (Belgium, Bulgaria, Germany, Greece, Poland, Spain). Height and weight were measured, total daily step counts were registered during six days, and HRB were assessed with validated parental surveys in 2012. Multiple linear and logistic regression analyses were performed. Only few HRB were significantly associated with BMI. In boys, higher water intake and higher soft drink and higher fruit consumption were significantly associated with higher BMI. Boys drinking less water than recommended were less likely to be overweight/obese (OR = 0.60), while boys who consume soft drinks were more likely to be overweight/obese (OR = 1.52). In girls, higher water intake, higher vegetable consumption, and more TV time on weekend days were significantly associated with higher BMI. Girls eating less vegetables than recommended were less likely to be overweight/obese (OR = 0.62), and girls who engaged in quiet play for more than 90 minutes on weekend days were more likely to be overweight/obese (OR = 1.64). In general, the associations between HRB and BMI or being overweight/obese were limited and mainly related to dietary intake. Awareness campaigns for caregivers should stress that HRB of young children are important and independent of children's weight status.
Introduction
Worldwide, the number of overweight children has increased substantially over the last decades [1] . According to recent surveillances in European children under the age of ten, the prevalence of overweight is 21% in girls and 19% in boys [2] . Childhood overweight and obesity are linked to a wide range of co-morbidities and various psychosocial conditions and has been shown to increase the likelihood of being obese in later childhood [3] , and even to track into adulthood in one-third to one-half of cases [4] . Consequently, the prevention of overweight and obesity at young age is of public health interest.
The preschool years have been identified as a crucial time period for childhood obesity prevention, as it is a time period in which energy balance-related behaviours (e.g., dietary intake and physical activity) are established [5] , and it is also a period immediately preceding the upswing in Body Mass Index (BMI), known as adiposity rebound [6] . However, the evidence base for effective obesity prevention programs in preschool-aged children is still emerging, and more information is required to better inform prevention program development. It is yet unclear which behaviours are associated with being overweight/obese and which are most prevalent in preschool-aged children.
Several studies reported associations between energy balance-related behaviours and overweight in young children, including physical inactivity [7, 8] , excessive screen time [9] [10] [11] and excessive consumption of energy dense nutrient poor foods [11, 12] . A recent review on the association of health related behaviours (HRB) with overweight and obesity in preschool children reported strong evidence for a negative association between total physical activity and overweight, and moderate evidence for a positive association between television viewing and overweight [13] . Due to the heterogeneity of the dietary intake indicators, insufficient evidence was found for an association between (specific) dietary behaviours and being overweight.
As HRB may vary substantially between countries, it is of interest to study these behaviours in relation to weight status in a large sample of different European countries. Van Stralen et al.
(2012) pooled data of six European studies to identify HRB associated with overweight and obesity [14] . Positive associations between sedentary behaviours and overweight indices were found, whereas physical activity and dietary behaviours were not associated with weight status. However, large differences in design, measured behaviours and measurement instruments, and the inclusion of outdated data in some countries, resulted in limited generalizability of the findings.
To conclude, to better inform obesity prevention efforts in the preschool years, there is a need for studies looking into the associations between HRB and weight indices in preschool children, making use of valid and reliable (preferably objective) measures, including specific sub-behaviours for diet, physical activity and sedentary behaviour in a large cross-national sample. Furthermore, it is of high interest for program development (e.g., communications with parents) to know whether preschoolers who do not comply with current recommendations for HRB have an increased likelihood of being overweight/obese at preschool age.
Consequently, we aimed to study the associations between HRB and BMI in a large sample of preschool children, from six European countries, making use of the same standardized protocol in the entire sample. Including a large pan-European sample and controlling for country differences allows presenting more robust and generalizable findings. Secondly, we aimed to study if children not complying with the recommendations for HRB, were more likely to be overweight/obese compared to those complying with the recommendations. The first study aim allows good comparison with the literature as it is the most common approach to study the association between HRB and weight status. Furthermore it does not suffer shortcomings related to dichotomizing HRB data [15] . The second study aim gives complementary information of high relevance for health promotion efforts. Since overweight rates and several HRB are found to differ between boys and girls already at preschool age [11, 15] , analyses were performed for boys and girls separately.
Methods

Participants
Participants in the present study were part of a large cross-sectional survey within the European ToyBox-study (www.toybox-study.eu). A detailed description of the ToyBox-study, and a comprehensive description of the design and procedures were published elsewhere [16, 17] . In brief, the ToyBox-study aimed to prevent overweight and obesity in four-to six-year-old children, by developing a multidisciplinary intervention and testing it in six European countries: Belgium, Bulgaria, Germany, Greece, Poland, and Spain. Data on the prevalence of overweight and obesity, HRB and their correlates were collected. The children and their families were recruited at kindergartens, daycare centres or preschool settings, depending on the country regulations and legislation. To enhance clarity, all these settings are referred to as "kindergartens" in the present paper.
Per country, kindergartens from different socio-demographic backgrounds were selected from one or two provinces. After excluding the 20% smallest kindergartens, kindergartens were randomly selected within the municipalities. The ToyBox-study aimed for a minimum sample of 1100 preschoolers and one parent/caregiver per child per country. Before the onset of the study, study approval was obtained by Ethical Committees in all six European countries, in line with national regulations (i.e., the Ethical Committee of Ghent University Hospital (Belgium), Committee for the Ethics of the Scientific Studies (KENI) at the Medical University of Varna (Bulgaria), Ethikkommission der Ludwig-Maximilians-Universität München (Germany), the Ethics Committee of Harokopio University of Athens (Greece), Ethical Committee of Children's Memorial Health Institute (Poland), and CEICA (Comité Ético de Investigación Clínica de Aragón (Spain)). Furthermore, in line with the procedures, approved by the six Ethical Committees, preschoolers' parents/caregivers provided written informed consent before being enrolled in the study.
Data for the present study were collected as baseline measurements of the ToyBox-intervention study in May and June 2012. The randomization of the recruited municipalities to intervention and control group for the ToyBox-intervention study was conducted centrally by the coordinating center (Harokopio University of Athens), after the completion of the baseline measurements. The ToyBox-intervention started after the school summer break, in September 2012. In total, 4532 preschoolers were eligible for all measurements of the present study. After exclusion for missing or outlying step count data, for missing anthropometric data and for incomplete questionnaires a sample of 3730 preschoolers (82%) had complete data for the present study. From this sample, underweight children (11.6% of the boys, 10.9% of the girls) were excluded as correlates of this weight status may be different and specific program development (e.g., for parents of picky eaters) may be preferable [18] . The participants' flow with reasons for exclusion can be found on Fig 1. Analyses of sample characteristics of excluded compared to included children showed no differences in age (p = 0.95; OR = 0.99; CI = 0.832-1.188), weight status (p = 0.40; OR = 0.90; CI = 0.707-1.147) and gender (p = 0.66; OR = 0.96; CI = 0.803-1.148). However high SES preschoolers had a somewhat higher chance to be included (p = 0.04; OR = 1.208; CI = 1.007-1.450). For the final sample (1716 boys and 1585 girls), distribution over the countries, age, educational level of the mother, BMI and weight status, can be found in Table 1 . 
Procedures and measurements
Body height and weight were measured at the kindergartens by trained research assistants according to standardized protocols [17] . Detailed information regarding the procedures and training of research staff and validity and reliability of the measurements were published elsewhere [16, 17, 19, 20] . [21] . Based on a literature review on energy-balance-related behaviours in association with overweight and obesity in preschool children [13] , a wide range of HRB was included, namely: water, soft drink and sugared milk consumption, fresh fruit and vegetable intake, unhealthy snacking, eating breakfast, daily step counts, outdoor play, screen time and quiet play. Furthermore, as evidence of an association between sleep and childhood obesity is emerging [22] [23] [24] , sleep duration was also included.
To objectively estimate physical activity levels, total daily step counts were derived from motion sensors. In Bulgaria, Germany, Greece, Poland, and Spain, Omron Walking Style Pro pedometers (HJ-720IT-E2) were used, whereas in Belgium, children were mounted with GT1M or GT3X(+) accelerometers. The Omron Walking Style Pro pedometer and the accelerometer step count function were found to be valid to measure step counts in preschool children (Validation against Actigraph accelerometer counts: pedometer-based step counts: r = 0,64; accelerometer-based step counts: r = 0,89) [25] . Motion sensors were worn on the right hip, secured by an elastic waist band. Preschoolers were asked to wear the motion sensor for six consecutive days, including two weekend days. Preschoolers' parents, who consented, received an information letter and were asked to let their child wear the measurement device during all waking hours and to remove it only during water-based activities. Pedometer data were downloaded using Omron Health Management software version E1.012, and accelerometer step counts were downloaded using the ActiLife 5.5.5. software. The first (i.e., day of mounting) and sixth day (i.e., day of collection) were omitted, because these days were incomplete. Furthermore, all pedometer-and accelerometer based step counts below 1,000 and above 30,000 steps per day were deleted and treated as missing data since these values are considered outliers [26] . Mean steps per day were separately calculated for weekdays and weekend days.
The children received two parental questionnaires (i.e., the Food Frequency Questionnaire and the Primary Caregivers' Questionnaire) in a closed envelop to take home for completion by one of the parents/caregivers. The questionnaires can be found online (www.toybox-study. eu) and detailed information on the development, test-retest reliability and validity were described elsewhere [17, 20, 27] . Furthermore an overview of the questions and response options used for the present study can be found in Table 2 . Data from the Food Frequency Questionnaire were used for the assessment of the dietary intake variables. The Food Frequency Questionnaire showed moderate to good reliability and acceptable validity against the 3-day-food diary [27] . The Primary Caregivers' Questionnaire was used for demographics and for data related to outdoor play, sedentary behaviours and sleep duration. Findings showed that 92% of the ToyBox Primary Caregiver Questionnaire had a moderate-to-excellent testretest reliability (defined as ICC values from 0.41 to 1) and less than 8% poor test-retest How often does the child consume sugared milk? 1.never or less than once a month 2. 1-3 days a month 3. 1 day a week 4. 2-4 days a week 5.5-6 days a week 6. Every day and which is the AVERAGE AMOUNT PER DAY? 1 1. 100 ml or less 2. between 100 and 200 ml 3. between 200 and 300 ml 4. between 300 and 400 ml 5. between 400 and 500 ml 6. Between 500 and 600 ml 7. between 600 and 700 ml 8. between 700 and 800 ml. 9.between 800 and 900 ml 10. between 900 and 1000 ml 11.1000 ml or more [20] . The questions used for the present study are outlined in Table 2 and are described below. Food Frequency Questionnaire. For the child's consumption of water (1 item), soft drinks (1 item), sugared milk beverages (1 item), vegetables (2 items), fresh fruits (1 item) and snacks (6 items) questions were two-fold. First, for each item, the frequency of consumption was asked on a six-point scale, ranging from "never or less than once a month" to "every day". Next, parents were asked to indicate the size category that best fitted the average consumption per day. The response categories varied depending on the food item and a list of common standard measures (e.g., one cup = 225 ml) was given, as well as colour images to facilitate the selection of portion sizes. In the Food Frequency questionnaire no distinction is made between consumption on week-and weekend days. Data were converted into average daily intake values by multiplication of number of days per week and amount per day divided by 7 [27] . Breakfast consumption was assessed by asking on a six-point scale how many days per week (ranging from "(almost) never" to "every day") children eat breakfast.
Primary Caregivers' Questionnaire. Parents were asked to report the date of birth and gender of their child. The number of years of education of the parent and their spouse/partner was asked on a five-point scale, ranging from "less than seven years" to "more than 16 years". For the current study, the number of years of education of the mother was used as a proxy measure of family socio-economic status [28, 29] . For ease of interpretation the educational level was dichotomized into lower (14 or fewer years of education) and high (more than 14 years of education) socio-economic status [30] .
Parents were asked to report how many minutes or hours per day their child was engaged in active play outdoors during the last weekday and weekend day (Test-retest reliability ICC week = 0.56; ICC weekend = 0.14). For sedentary behaviour, parents were asked to report how much time their child spends watching TV (Test-retest reliability: ICC week = 0.67; ICC weekend = 0.67), playing on a computer or game console (Test-retest reliability ICC week = 0.72; ICC weekend = 0.81) and playing quietly (e.g., drawing, colouring) (Test-retest reliability ICC week = 0.42; ICC weekend = 0.50) for weekdays and weekend days separately, referring to a general week. Answers ranged from"never" to"more than 8 hours per day", on a 9-point scale. The variables were then recoded into minutes per day. "Never" was recoded into 0 and "more than 8 hours/day" was recoded into 8 hours/day. The other values were recoded using the mid-point method (e.g. 3-4 hours /day was recoded into 3,5 hours/day) [31] . TV viewing and computer use were summed to reflect screen time. Furthermore, parents were asked, for both week and weekend days, how many hours their child usually sleeps during the night, on a seven-point scale, ranging from "less than six hours" to "more than 14 hours" (Test-retest reliability ICC week = 0,68; ICC weekend = 0,69).
Statistical analyses
SPSS (version 22) was used for all statistical analyses. Continuous data were checked for normal distribution (skewness < 0.70). They were found to be normally distributed. To study the associations between HRB (independent variables) and BMI (dependent variables) multiple linear regressions were used with HRB and BMI as continuous variables.
To study if children who do not comply with the recommendations for HRB (independent variable) were more likely to be overweight/obese (dependent variable), logistic regression models were used (reference group: normal weight). Therefore, HRB data were dichotomized to distinguish between those complying (0) and those not complying (1) with the recommendations for good health. When no clear recommendations could be located in the literature, the median was used as a threshold for dichotomization (see Table 2 ).
Step counts were dichotomized into 0 (11,500 steps/day) and 1 (<11,500 steps/day) based on the physical activity guideline of 11,500 steps/day that corresponds to three hours of total physical activity in preschoolers [32] . For active play outdoors, data were dichotomized based on the medians for weekdays and for weekend days (0the median; 1<the median). Screen time was dichotomized into 0 (<1 hour daily screen time) and 1 (1 hour daily screen time), based on the most generally accepted recommendation, restricting TV viewing time to 1-2 h per day where the lower threshold applies to pre-school children [33, 34] . The median was used to dichotomize the time children spend in sedentary quiet play (0<the median; 1the median). Based on Matricciani et al. (2013) and in line with Kovacs et al. (2014) , among the various recommendations for sleep duration, we considered the recommendation of 11 hours or more for preschool children to dichotomize sleep duration (011 hours; 1<11 hours) [34, 35] .
As food-based dietary guidelines for preschool children only exist on a national basis, we used nutrient recommendations of the Belgian Health Council [36] . These guidelines are very similar to dietary guidelines in other countries, making them applicable to European preschoolers [37] . Water consumption was dichotomized into: 0 (500ml per day) and 1 (<500ml per day). Soft drinks and sugared milk consumption were dichotomized into: 0 (no consumption) and 1 (any consumption).
Both fresh fruit and vegetable intake were dichotomized into those reaching the recommendation (0100 g/day) and those not reaching (1<100 g/day). For snacking, the median was used to dichotomize into healthy (0<median) and unhealthy (1median) snacking behaviour. For breakfast, consumption data were dichotomized into: 0 (eating breakfast daily) and 1 (not eating breakfast daily) based on the recommendation to consume breakfast daily [38] .
Analyses were performed separately for boys and girls. As we aimed to present generalizable findings we did not cluster data into countries but included country (6 categories) as covariate, in addition to age and the educational level of the mother (high versus low). The level of statistical significance was set at p < 0.05.
Results
89.7 percent of the questionnaires was filled out by the mother, 9.3 percent by the father and 1.0 percent by another caregiver (e.g. stepmother, stepfather, grandparent). Tables 3 and 4 present the associations between the HRB and BMI, based on multiple regression models. For ease of interpretation, the mean scores for the HRB in normal weight and overweight/obese boys and girls are also shown. In boys, higher water intake, higher soft drink consumption and higher fruit intake were significantly associated with higher BMI. In girls, higher water intake, more vegetable consumption, and more TV time on weekend days were significantly associated with higher BMI. In boys only age was a significant co-variate (p = 0.05), while in girls only socio-economic status was a significant co-variate (p = 0.02).
The percentages of boys and girls not complying with the recommendations for the different HRB and the results of the logistic regressions can be found in Tables 5 and 6 for boys and girls, respectively. Boys drinking less water than recommended were less likely to be overweight/obese (p = 0.01; OR = 0.60) and boys who consumed soft drinks were more likely to be overweight/obese (p = 0.02; OR = 1.52). Girls eating less vegetables than recommended were less likely to be overweight/obese (p = 0.01; OR = 0.62), girls who engaged in quiet play for more than 90 minutes on weekend days were more likely to be overweight/obese (p = 0.03; OR = 1.71). Both boys (p = 0.09; OR = 1.62) and girls (p = 0.06; OR = 1.64), sleeping less than 11 hours on weekend days were more likely to be overweight/obese, however for these associations only a trend towards significance was found. In both boys (p = 0.05) and girls (p = 0.04) only socio-economic status was a significant co-variate.
Discussion
In the present study, only limited and weak associations were found between HRB and BMI and the explained variances of the models were very low. In boys, a higher intake of water, soft drinks and fruit were significantly associated with higher BMI. In line with van Stralen et al. (2012) , the other dietary intake variables were not associated with BMI [14] . In the present study, physical activity and sedentary behaviour were not significantly associated with BMI in boys. In girls, higher water intake and higher vegetable consumption were associated with higher BMI. In line with Van Stralen et al. (2012), more TV time on weekend days associated with higher BMI in girls, while physical activity variables were not associated with BMI [14] . In the literature, inconsistent results were found on the associations between HRB and weight indices in young children and limited associations have been reported previously [13, 14] . Making use of standardized methods, the present study confirms the limited associations in a large pan-European sample. These limited associations may be due to the fact that an unbalanced diet, low physical activity levels and high sedentary behaviour levels may not impact weight status until a later age. This finding is important in the scope of intervention development for parents, as the time lag between HRB and children's body composition may result in limited motivation in parents to change practices. Poor HRB per se may not be perceived as problematic, and parents and other caregivers should be sensitized that HRB are important for long term health promotion, regardless of absence of obesity in their preschool child, as these behaviours are already established at preschool age and may result in an unhealthy weight status at a later age. Furthermore, these behaviours are important for a healthy development of the child (e.g., motor development, bone density). The potential time lag between HRB and weight status also favours the use of HRB in addition to weight status as an indicator of the effectiveness of obesity prevention interventions among preschool-aged children. The direct effect of programs and strategies on body composition parameters may not be evident during the preschool years.
In line with the findings of Hardy et al. (2012) in Australian children commencing school, we found that many European children have several poor HRB, even before they start school [11] . For most HRB, only about one half of the normal weight as well as the overweight/obese children did comply with the recommendations, which is in line with Kovacs et al. (2014) [34] .
However, we also found that not complying with the recommendations for HRB was associated with a higher likelihood of being overweight/obese for only a few HRB. In the present study, boys who consumed soft drinks were more likely to be overweight, but surprisingly we also found that boys who drank less water than recommended were less likely to be overweight/obese. In girls, non-compliance with the recommendations for water and soft drink consumption did not associate with a higher likelihood to be overweight, but surprisingly girls who consumed less vegetables than recommended were less likely to be overweight/obese. Given the cross-sectional nature of this study, the positive association between water intake and BMI and the lower likelihood to be overweight/obese in boys drinking less water than recommended can possibly be explained by the fact that the promotion of water intake is a health message that is probably well known in the scope of weight management. Therefore, it can be speculated that parents or other caregivers encourage overweight/obese children to drink more water. This might also be applicable for the finding that girls who eat less vegetables than recommended are less likely to be overweight.
The fact that boys who consume soft drinks are more likely to be overweight/obese than those not consuming soft drinks, emphasizes the need to target the limitation of soft drink consumption in young boys, especially since we found that the soft drink consumption was much higher in overweight/obese boys (97 ml/day) compared to their normal weight peers (69 ml/ day). In girls, this difference was much less pronounced.
In boys, not complying with the recommendations for physical activity and sedentary behaviour was not associated with an increased likelihood of being overweight/obese. Again, this may be due to the time lag between HRB and weight impact. Girls who engaged in more than 90 minutes of quiet sedentary play, were more likely to be overweight/obese. To our knowledge, no previous studies looked into this association. However, according to our findings, this sedentary behaviour is very common in preschoolers and deserves targeting in the scope of obesity prevention. While evidence is emerging that sleep duration is inversely associated with childhood obesity [22] [23] [24] , the current study only found a marginally significant increased likelihood of being overweight/obese in boys and girls not sleeping a minimum of 11 hours at night on weekend days. A time lag between behaviour and weight status might also be applicable for this finding. Another possible explanation is that the current study results were corrected for the educational level of the mother, so that any association with obesity may be weakened by this adjustment. Speirs et al. (2014) found full-time maternal employment as an important predictor of shortened night-time sleep among preschool children [39] . Furthermore bedtime and wake time data might be of interest to consider next to sleep duration. However these data were not available in the present study.
Given the cross-sectional nature, the present study did not aim to show causal interference between HRB and weight status in preschoolers. However, the associations between a wide range of HRB and BMI and between not complying with HRB recommendations and the likelihood to be overweight/obese were studied. Apart from the inclusion of a large pan-European sample of preschoolers from six countries, the use of standardized methods and the objective measurement of height, weight and step counts throughout the entire sample were strengths of the current study. We acknowledge that the sample included in the present study is not a fully representative sample, due to sampling in specific regions in each country. Moreover selection bias may have occurred due to the exclusion of 27 percent of the initial sample, based on missing or outlying data and due to the fact that only pre-schoolers attending kindergarten were included. However, about 99% of all preschool-aged children attend kindergarten in Belgium, about 98% in Spain, about 95% in Germany, about 70% in Bulgaria, and about 45% in Greece and Poland [40] . Furthermore in the final sample the representation of high and low educational levels of the mothers is typical [41] , (almost) complete class groups were included in the kindergartens, the prevalence of overweight and obesity is comparable to previous studies in European pre-schoolers [2, 14] and the sample characteristics of the included and excluded preschoolers did not differ in age, gender and weight status and only slightly differed in socioeconomic status.
Another limitation of the current study is the fact that the analyses might be confounded by other variables, not considered (e.g. school characteristics) and by residual confounding arising from considering dichotomized versions of the HRB. Furthermore the use of parent/caregiver proxy measures of the health related behaviours may also have led to a possible bias and misclassification because of parents/caregivers' social desirability. This potential bias needs to be acknowledged as a limitation of the current study, as well as the use of BMI as weight status parameter. Waist circumference might be stronger related to the adiposity status, however waist circumference is a much less reliable measure [19] and does not allow to distinguish between normal weight and overweight/obese preschoolers.
Of interest, but beyond the scope of the present study, is the fact that 12% of the boys and 11% of the girls were found to be underweight. It is of interest to further explore if and how underweight should be targeted. Furthermore, longitudinal studies on the causal interference between HRB and weight status and the potential time lag in young children are still needed.
Conclusion
While some associations between HRB, mainly dietary behaviours, and BMI or the likelihood of being overweight/obese could already be detected at preschool age, in general the associations were limited, indicating a potential time lag between HRB and weight status. As unhealthy behaviours per se may not be perceived as problematic, parents/caregivers have to be sensitized of the fact that HRB are important independently of the weight status of their child. The challenge lies in determining ways to effectively motivate and support parents and other caregivers of young children to optimize practices related to young children's HRB.
